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Menopausal Uterine Bleeding 


(A GRADUATE COURSE SYMPOSIUM) 


Uterine bleeding during the meno- 
pause is a common and often serious 
clinical problem. When a physician re- 
cently wrote to Clinical Medicine with 
this problem: “What treatment should 
be given a woman 49 years of age who 
has occasional slight uterine bleeding 
over a 2 year period? Two curettages 
have not shown any malignant change, 
there has been no lesion of the cervix 
on repeated examinations and the body 
of the uterus has not enlarged. M.D., 
Ohio,” a number of gynceologists and 
endocrinologists were consulted. Their 
answers follow: 


Discussion 


My answer to your question would 
be almost exactly as the one given in 
quotation marks under answer (“Gyne- 
cologists feel that bleeding disorders of 
the menopause, while endocrine in or- 
igin, are not to be treated by endocrine 
therapy. Experience indicates that hor- 
monal therapy in this age group is 
hazardous. These patients should be 
treated by irradiation or surgery.”’) 


I would add that endocrine therapy 
is seldom successful in this age group. 


If the patient declines irradiation or 
surgery she could possibly be followed 
by Papanicolau smears every three 
months if the technic were available and 
if she continues to have slight bleeding. 
—ArtTuHuR B. Hunt, Mayo Clinic, Ro- 
chester, Minn. Head of a section on 
Obstetrics and Gynecology. 


Discussion 


In the case described a moderate 
dose of radium would be ideal, e.g. 600 
to 1200 mg. hour. Hysterectomy might 
be employed if an alternative to radium 
is desired. Never would I resort to en- 
dorocrine therapy in a patient of 49 
with conditions as described.—LeEwis 
ScHEFFEY, Jefferson Medical College, 
Philadelphia. Professor of Obstetrics 
and Gynecology. 


Discussion ' 


Malignancy having been ruled out, 
Progesterole or A.P.L. hormone should 
be given a fair trial before resorting to 
surgery. If after age 50 the patient is 
not relieved I would suggest a total hys- 
terectomy.—G. P. CLELAND, M.D., Ore- 
gon City, Oregon. 
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Discussion 

The attitude of the gynecologist who 
feels that “bleeding disorders of the 
menopause while endocrine in origin 
are not to be treated by endocrine ther- 
apy” carries with it the condemnation 
it fully deserves. If a disease is endoc- 
rine in origin, as admittedly it is, the 
judgment of how to treat it should be 
left to the endocrinologist, for it exceeds 
the competence and experience of the 
gynecologist. 

Such patients are entitled to a thor- 
ough gynecologic checkup including a 
D & C to eliminate the presence of a 
gynecological disorder which, if pres- 
ent, should be treated by a gynecologist. 
If the findings are negative, it is up to 
the endocrinologist to decide which of 
the several promising therapeutic ap- 
proaches he should select. There are 
four ways of treating the condition: 

1. Androgens: Testosterone Propion- 
ate in 25 mg. doses, three times a week 
up to a total of not more than 250 mg. 
is usually adequate and safe to use. 
sometimes a second course of treatment 
may be necessary. 

Contraindications: Hypertrichosis or 
masculine habitus. Obesity usually be- 
comes worse under androgen therapy. 

2. Estrogen Therapy: As a styptic, 
estrogen is unsurpassed in high dosage. 
Continued over a period of two months 
followed by oral progesterone therapy 
for ten days before withdrawal usually 
leads to a normal period without re- 
peated bleeding. Such treatment may be 
repeated once or twice. 

Contraindications: Fibroids; masto- 
dynia. 

3. Prolactin: Two Hundred U. daily 
for one week followed by a few more 
injections every other day. This treat- 
ment may be repeated several times. 

Contraindications: None. 

4. Gonadotropic Therapy: Injections 
of an unfractionated anterior pituitary 
extract (Polyansin) combined with 500 
U. APL, intramuscularly every other 
day until the next period. Following 
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APL is reduced to 100 U. and the in- 
jections are given twice a week for the 
next two weeks; thereafter, until the 
following period, the original dosage is 
used, three times a week. The whole pro- 
cedure is repeated for another month. 

Contraindications: Symptoms of men- 
opause.—Max A. GoLpziEHER, M.D., 
104 East 40 Street, New York, N.Y. 

Discussion 

Such patients, as indicated by the 
question, should be individualized as to 
therapy. It is my opinion that most post 
menopausal bleeding is pathologic in 
origin and the safety of surgery makes 
me favor removal of the uterus and 
ovaries. No cystological or histological 
study of the endometrium or cervix can 
eliminate ovarian neoplasm or future 
cancer of the uterus or ovaries.—JOHN 
H. Duccer, Jefferson Medical College 
Hospital, Philadelphia, Pa. 


Discussion 


This particular woman who is bleed- 
ing at the age of forty-nine and whose 
two curettings have been negative, I 
should be inclined to do one of two 
things—either do nothing and curette 
her again if necessary, or else operate 
upon her and remove the uterus and 
the cervix. The reason I say this is be- 
cause one can miss cancer on curettage 
just as one can miss it with a vaginal 
smear, and certainly vaginal smears 
ought to be done on this patient. If 
radium is given to such a patient or if 
the lesion is treated in any way to stop 
the bleeding without removing the 
uterus, then you never know whether or 
not any tumor is starting up again. I 
believe she should be left alone, should 
be curetted if necessary and if you can- 
not stop it this way, then I think she 
should be operated upon and have the 
uterus and the cervix removed. 

I do not believe in the use of endoc- 
rine treatment in this sort of condition 
nor do I believe in the use of radium 
or x-ray treatment either. This sort of 
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thing is a serious matter and it is quite 
true that the instance of cancer of the 
cervix and cancer of the endometrium 
is as great, if not greater, than any mor- 
bidity or mortality from removal of the 
uterus and the cervix in the hands of 
those who are doing numbers of them. 
—Jor Vincent Metcs, Vincent Memo- 
rial Hospital, Fruit Street, Boston. 


Discussion 

In a woman of 49 years of age, who 
obviously has bleeding of the function- 
al type, it would be irrational to subject 
her to the uncertainties and annoyance 
of organotherapy. The question of fur- 
ther reproduction is not important at 
this age, and the woman’s only desire is 
to get well and to stay well. Irradiation 
is the simplest, safest and most sensible 
plan. Hysterectomy is not necessary, al- 
though entirely justifiable if there is 
some other indication for laparotomy, 
such as a ventral hernia or a diseased 
appendix that has been causing trouble- 
some symptoms.—EmiL Novak, Johns 
Hopkins Medical School, Baltimore, 
Md. 

Discussion 

I usually favor surgical treatment. In 
this case, as in all such cases, conserva- 
tive treatment with estrogens would be 
effective and could be carried out for 
one year, provided (a) no cystic mas- 
titis (b) no family history of breast or 
uterine cancer, and (c) no constant fear 
of cancer in the patient. The last is im- 
portant because conservative treatment 
in any form may upset the mind, the 
hypothalamus, the pituitary, and cause 
bleeding —Epwin_ Rosertson’ Kino, 
Kingston General Hospital, Kingston, 
Ontario, Canada. 


Discussion 

The most common cause of irregular 
bleeding during the menopause is es- 
trogenic therapy. Any woman who 
bleeds irregularly without therapy 
during the age of the menopause should 
be examined with great care and every 
effort made to determine whether or not 


a benign or malignant tumor of the 
uterus is present. Blood dyscrasias 
should be ruled out. 

A curettage should be performed and 
the material obtained carefully exam- 
ined. If no evidence of malignancy can 
be obtained and the uterus is freely 
movable and of normal size, there are 
four glandular preparations that may 
be of some therapeutic value: 

1. Desiccated thyroid—This is of val- 
ue particularly when the basal me- 
tabolism is low. 

2. Estrogenic therapy—This may in- 
hibit bleeding when it occurs but 
when treatment is stopped, with- 
drawal bleeding is usually ob- 
served. 

3. Androgen therapy—This appears 
to be of definite value in reducing 
the amount of bleeding from the 
uterus but possesses the disadvan- 
tage that it causes masculinization, 
sometimes in very small doses. 

4. Chorionic gonadotropin—The val- 
ue of this material is doubtful. It 
occasionally stops functional uter- 
ine bleeding in the beginning. 

If bleeding continues in spite of 
treatment, the uterus should probably 
be removed even though no evidence of 
malignancy can be found on careful ex- 
amination. Sometimes small fibroids 
which are difficult to detect give rise to 
abnormal bleeding —W. 0. THompson, 
M. D., Chicago, Ill. 


Discussion 

In my opinion a woman of 49 years 
of age who has had occasional slight 
bleeding should not receive estrogenic 
therapy despite the fact that two curet 
tages have not shown any malignant 
changes. I am of this belief not because 
I feel that estrogens are carcinogenic 
but rather because estrogens given to a 
patient with irregular bleeding may con- 
ceal malignancy. If this patient devel- 
ops subsequent bleeding the physician 
might assume that this is due to the 
estrogens administered, otherwise it 
would be necessary for him to do an- 
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other curettage on each occasion of ir- 
regular bleeding. Furthermore, patients 
who have irregular bleeding are more 
likely to bleed further and to bleed eas- 
ily during the course of estrogen ther- 
apy. For this reason I am of the opin- 
ion that estrogen therapy given to pa- 
tients with irregular bleeding in this age 
group is hazardous. As a rule the meno- 
pausal symptoms in such patients can 
be controlled with bromides or pheno- 
barbital. If these do not suffice it is fre- 
quently helpful to add 10 mg. of methyl 
testosterone daily by mouth. The latter 
medication should be discontinued if 
any arrhenomeimetic effects occur 
although this is not likely in this 
dosage. Irradiation or surgery are in- 
dicated if bleeding recurs. It must be 
recognized however that irradiation 
may make the menopausal symptoms 
more severe. If surgery is contemplated, 
an effort should be made to conserve 
some of the ovarian tissue in order to 
prevent a sudden exacerbation of the 
menopausal symptoms. 

In my opinion, pituitary preparations 
are definitely contraindicated for this 
patient since at the menopause the gon- 
adotrophins are already excessively 
high, and the ovary is incapable of re- 
sponding to gonadotrophic stimulation. 
—A. E. Rakorr, Jefferson Hosp., Phila- 
delphia, Pa. 


Discussion 

The query concerns a woman with oc- 
casional slight bleeding. Evidently the 
blood loss is neither dangerous of itself 
nor particularly annoying to the pa- 
tient. Since the usual searches for car- 
cinoma have been made by pelvic ex- 
amination and two curettages the ques- 
tion is whether radical treatment (X- 
ray therapy being often more difficult 
to endure than hysterectomy) is justi- 
fied. I believe not. If the patient were 
mine I would consider non-gynecologic 
causes of bleeding such as hypertension, 
blood dyscrasias, nutritional  defi- 
ciencies. If no cause were found I would 
have the patient report every two 
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months for a pelvic examination and a 
Papinicolau stained vaginal smear. I 
would not administer hormones in any 
form since I do net believe in treating 
a patient until the diagnosis is made. 
Probably the bleeding will stop in a few 
months. A vaginal smear showing evi- 
dence of carcinoma, or palpable 
changes in the pelvic organs would con- 
stitute an indication for laparotomy un- 
less there was evidence of carcinoma of 
the cervix. — PENDLETON TOMPKINS, 
M.D., 450 Sutter Street, San Francisco, 
California. 
Discussion 

Under the circumstances of the ques- 
tion and in view of only occasional 
slight bleeding and negative histological 
examinations from the point of view of 
carcinoma, no treatment is necessary. 
However, further observations in the 
way of vaginal smears or additional 
curettages may be indicated for diag- 
nostic purposes. 

It should also be recalled that the 
question states that the specimens were 
negative from the point of view of mal- 
ignancy. There are many benign condi- 
tions which also cause bleeding at this 
time. For instance, at the time of one 
curettage the diagnosis could have been 
hyperplasia of the endometrium, and 
at the time of the second curettage it 
might have been endometrial polypi, 
and so on. 

I see no point in hormonal therapy 
unless you have the necessary informa- 
tion to be specific in this type of treat- 
ment. Under the circumstances, I would 
not advise even irradiation or hysterec- 
tomy if the bleeding was only occa- 
sional and slight, as stated in the ques- 
tion—R. C. Douctas, The New York 
Hospital, New York, N. Y. 


Discussion 
I am of the opinion that bleeding in 
a woman of 49 years of age with two 
negative curettages should be treated 
either by radium or surgery.—JAMEs V. 
Ricct, M.D., 30 East 76th Street, New 
York, N.Y. 
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Mechanical Factors in the Pathology 
and Physiology of Poliomyelitis 


By T. E. Rosinson, M.D., Salt Lake City, Utah 


1. In most acute infectious diseases, 
repair and clinical improvements are 
initiated almost immediately when the 
invasive stage is over as shown by nor- 
mal temperature, normal pulse, and so 
on. This is not so in poliomyelitis—the 
major symptoms of the disease persist 
for weeks and months after the tem- 
perature is normal. 


2. Fever is usually an evidence of 
the severity of the disease process. This 
is not true in poliomyelitis—many pa- 
tients with slight or very little fever may 
have extensive and severe neuro-muscu- 
lar involvement, especially in the lower 
limbs, while others may have high fev- 
ers with very slight neuro-muscular in- 
volvement. 


3. Conversely one would think that 
with extensive paralysis the toxemia 
would be greatest but this is not an ac- 
curate corollary. Regardless of how 
extensive the paralysis — none of these 
people die unless the respiratory or car- 
diac centers are involved. This makes 
us postulate that poliomyelitis is not a 
very toxic disease from the standpoint 
of toxins or exotoxins and that here 
again the possibility of the mechanics 
of the pathologic process may weigh 
more heavily than the toxemia. My ex- 
perience would indicate that only as 
the temperature control center is in- 
volved does fever become high and this 
fever will respond to treatment directed 
at relieving the mechanical, pathologic 
physiology. 

4, The unpredictable, irregular, and 
variable recovery response can be 
adequately explained by the changes in 
physiologic dynamics induced by the 
disease. 


I would call attention to the fact that 
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the lymphatics in the brain and spinal 
cord consist of the perivascular spaces 
of His which are spaces lined by a 
single layer of cells and are extremely 
delivate and compressible. These spaces 
follow the blood vessels out to the 
meninges and connect with the pia 
anachnoid spaces 


One of the constant findings in polio- 
myelitis is the perivascular infiltration 
of lymphocytes described by Boyd as 
a “perivascular collar” of these cells. 
This collar follows the blood vessels 
out into the meninges and, in my judg- 
ment, produces almost a complete block 
to lymphatic drainage by either plug- 
ging or compressing the spaces of His. 


I would also call attention to the fact 
that both veins and arteries exhibit this 
perivascular infiltration and with such 
the vein would be more compressed 
than the artery because of the difference 
in arterial and venous pressures and 
thus a mechanical process is present 
which contributes to passive hyperemia. 


David Preswick Barr has pointed out 
that intravenous injections of hypotonic 
solutions in experimental animals causes 
marked increase in the amount of cere- 
brospinal fluid and an increase in its 
pressure from 130 to 323 mm. in 
normal dogs when Ringer’s solution is 
used. He further observes that in in- 
fantile paralysis hypotonic solutions 
may cause some further oozing out- 
side the dilated and oozing capillaries 
of the spinal cord and thus more fluid 
might be drawn into the diseased area 
with consequent damage from increased 
edema. Boyd observes that the cut sur- 
face of the cord bulges from the acute 
edema. 


I would like to suggest that possibly 
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the reason the anterior horn cell region 
is more severely involved is because of 
the mechanics involved, the fact that the 
anterior spinal artery is much larger 
than the posterior spinal artery and the 
subsequent damage from passive con- 
gestion could be greatest in this area. 
Thus we have the potential of (1) lym- 
phatic blockage, (2) passive hyperemia, 
and (3) edema in the surrounding tis- 
sues from oozing through the permeable 
capillaries — all of which can and 
probably do contribute to the pathology 
of the disease early in the invasive stage 
and all processes probably persist for 
weeks and months after the virus has 
been subdued to perpetuate the symp- 
toms of pathology and thus explain all 
the variable and unpredictable re- 
sponses in the late stages of the disease. 


It is certain that the virus causes the 
original reaction and undoubtedly pro- 
duces in some cases cytological changes 
which are irreversible, but most of the 
pathologic changes are reversible under 
proper treatment. I also postulate that 
much that pertains to poliomyelitis in 
pathology and treatment would apply 
almost equally to encephalitis because 
the same pathological and mechanical 
processes are operative. 

Clinical Experience 

I have treated more than 50 cases 
during a nine year period with only one 
case having major residuals and this 
case was extremely hard hit—a child 
114 years old who on the third day had 
a complete flaccid paralysis of all 
muscles of the left leg, about 90 percent 
paralysis of the right leg, bowel and 
bladder paralysis, and severe back 
spasm. Yet this child was up walking in 
less than two months with only the aid 
of a child’s doll carriage to hold on to 
for support. She has major residuals in 
quadriceps and hamstrings of both legs 
and minor residuals in anterior tibial 
group on left leg. She walks without 
braces however. Space will not permit 
summarizing other case histories. 
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Treatment 


Treatment consists largely of the fol- 
lowing: 

(1) Reduce fluid intake by mouth to 
point where specific gravity of morning 
urine specimen is at least 1.030. I limit 
adults to two and one-half 10 ounce 
glasses of liquids (all liquids) each 24 
hours until pains and severe spasm re- 
lieve and then limit to 30 ounces for 
several weeks to several months until 
all spasm has gone and all reflexes have 
returned to normal. 


(2) In severe cases I give 50cc. of 
50 percent sucrose daily intravenously 
for 4 to 10 days—often one can dem- 
onstrate 10 to 15 percent release in leg 
spasm (by straight leg raising test) 
within 20 minutes after giving the 
sucrose. Much of this spasm will have 
reoccurred by the following day, but 
improvement is gradual and gratifying. 
All major pain will disappear within 2 
to 7 days without other sedation. 


(3) Early mobilization—get patient 
to exercise in hed early and out of bed 
to actively exercise as soon as pain dis- 
appears. Do not splint — exercise to 
prevent contractions. 


(4) Give patient all solid food de- 
sired and necessary but measure fluids 
in those such as fruit, and so on. 


-(5) Do not let fever, even though 
high, deter your limitation of fluids be- 
cause as the edema leaves the tempera- 
ture control center the fever will dis- 
appear. 


(6) Remember recovery is slow in 
poliomyelitis and all this treatment does 
is attempt to relieve the mechanical 
problems initiated by the disease proc- 
esses and the treatment cannot succeed 
if not persisted in until maximum recov- 
ery is obtained, which in the average 
case will not be longer than 4 months. 
1088 East 21st South 
Salt Lake City 5. 
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Clinicopathologic 


TWO-YEAR old male infant was 

brought to the hospital in a semi- 
stuporous state. Two other siblings and 
both parents were well. The boy had 
been well on the evening before ad- 
mission, but during the night he had 
cried out several times. In the morning, 
upon awakening, he had seemed un- 
usually sleepy and had been put back 
to bed. He was too drowsy to eat break- 
fast and, when placed on the toilet, had 
slumped limply on the seat. It was then 
noted that his eyes crossed. He was re- 
turned to bed and could be aroused 
thereafter only with difficulty. 


Past history revealed that the patient 
had weighed 4 pounds at birth, but, 
under the care of a pediatrician and 
with careful dietary management, he 
had gained weight and height rapidly. 
Growth and development had seemed 
normal in all respects. There had been 
no significant illnesses and no unusual 
behavior. In retrospect, it was realized 
that he had eaten poorly for several 
days prior to hospital entry and that 
several stools had been unformed on 
the day previous. 


Examination revealed a flaccid, im- 
mobile infant, apparently unaware of 
his surroundings. Painful _ stimuli 
evoked a cry and withdrawal, but there 
was prompt lapse into apparent stupor. 
Temperature was normal. Skin was 
clear and hydration normal. Ears, nose 
and throat were normal, but there was 
a bilaterial convergent strabismus and 
intermittent nystagmus. The pupils 
were moderate in size and reacted to 
light. The fundi were not remarkable. 
The heart and lungs were clear and the 
abdomen negative except for some mod- 
erate voluntary guarding. The neck was 


* Case history from Bull. Children’s Hos- 
pital, Denver, Colorado, 1, 5, 161-62, Jan. 1948. 


Conference* (20) 


limber, the plantar reflexes normal and 
Kernig’s sign negative. No patellar or 
achilles tendon reflexes could be elic- 
ited. Cremasteric reflexes were active, 
but abdominal reflexes were absent. 
There was diminished sensitivity to pain. 
There were no generalized convulsions, 
but some twitching of muscle bundles 
in the extremities were seen. 


Laboratory: Red blood cells were 
4.16 million per cu. mm., hemoglobin 
11.5 gm./100 cc, white blood-cells were 
13,800 with 70 percent filamented neu- 
trophils, 12 non-filamented neutrophils 
and 18 lymphocytes. A urine specimen 
could not be obtained. Lumbar punc- 
ture revealed clear fluid under increased 
pressure (greater than 600 mm. of wa- 
ter). The specimen contained no cells, 
14 mg. per cent of protein, 743 mg. per 
cent of chloride as NaCl and 8 mg. per 
cent of sugar. 


What is your diagnosis? 


Diagnosis: Hypoglycemia, etiology 
not determined. 


Course; When the spinal fluid sugar 
was found to be only 8 mg. percent, a 
blood sugar was determined and 
proved to be 25 mg. per cent. Reducing 
the intracranial pressure by spinal 
tap had made the infant more alert and 
he was readily prevailed upon to drink 
large quantities of sweetened orange 
juice. Within a short time he was 
playing in his crib. On the morning fol- 
lowing entry he appeared well and 
was discharged during the second day. 
A follow-up report revealed that he 
had continued to be well. 


(Editor’s Note; The cause may have 
been an acute hypoglycemia due to 
poor dietary and over activity, but 
how do we know that the boy did not 
have a pancreatic or a multiglandular 
syndrome? ) 
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Question: 

What is an effective method of treat- 
ment of chronic undulant fever? The in- 
jection of large doses of vaccine seems 


to cause a fever that makes the patient | 


miserable and does not help the major- 
ity of them.—M.D., Brooklyn, New York. 


Answer: 

Most men treating brucellosis or un- 
dulant fever are using small, frequently 
repeated doses of vaccine. Joseph Griggs 
of Claremont, California suggests the 
following principles (1) never begin vac- 
cine therapy until all reactions to previ- 
ous vaccine or cutaneous test has com- 
pletely subsided. The treatment should 
begin with vaccine so diluted that there 
will be no general reaction and a very 
small local reaction. The injection should 
be given in the thigh, or deltoid muscles, 
and should not be repeated as long as 
there is any induration, redness, swell- 
ing, or tenderness from the previous 
dose. The injection should be given 
every two or three days and intervals 
between should never be more than 5 
days because of the likelihood of in- 
creased reaction. When the initial dose 
gives only a small reaction, subse- 
quent doses are doubled each time until 
larger reactions begin to appear. If re- 
actions become progressively severe in 
spite of little or no increase of doses 
of vaccine, the injection should be 
stopped for 5 days or more, thd treat- 
ment should then begin again with a 
much weaker solution of vaccine than 
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has ever before been used for that pa- 
tient. The doses are increased more 
gradually. A different route, such as the 
intravenous or intradermal route will be 
necessary for some patients. In the case 
of young, vigorous patients, treatment 
requires several weeks, and the major- 
ity of all patients require more than a 
year. If the patient is not recovered 
clinically, after the gradual building up 
to large doses, one should first, desensi- 
tize again—even though the patient’s tis- 
sues do not appear to be hypersensi- 
tive; (2) search for a focus of infection, 
or for several foci and give appropri- 
ate treatment with removal by surgery 
or short-wave diathermy or medication, 
check the diagnosis as a whole. Repeat 
the desensitizing, immunizing series of 
vaccine injections with vaccine of dif- 
ferent strains of brucella, preferably 
from the area where the patient con- 
tacted the disease. Try larger doses and 
greater concentration of vaccine. Dis- 
continue vaccine for an observation per- 
iod of several months. Repeat the series 
using a different route, either intrader- 
mal or intravenous and increase the 
doses more gradually. 


Patients should be warned that they 
will continue to extraint some of the 
natural undulations of the disease even 
when under treatment. They should be 
ordered to resume normal activity to the 
limit of their will power, short of ex- 
haustion. Subtils and all other medica- 
tion should be stopped. Most patients 
can resume normal adequate eating hab- 
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its. A few patients, until they are desen- 
sitized, may need to avoid milk and milk 
products, beef and pork which contain 
brucella substances to which they are 
allergic. Intelligent patients may be 
taught in a few weeks to administer the 
vaccine themselves, checking the condi- 
tion once or twice a month. Gratifying 
improvement is usually noticed within 2 
months from the beginning of treatment. 


Commercial vaccines must be diluted 
with sterile isotonic saline solution. 


Your Editor adds that many diagnos- 
ticians are unwilling to concede that 
most patients who seem to have chronic 
brucellosis actually do have. One clini- 
cian writes that he does not consider 
brucellosis unless a flat abdominal x-ray 
reveals an enlarged spleen. From a per- 


Question: 


Can any real treatment be given for 
the patient with apoplexy? I realize that 
there is no therapy for cerebral throm- 
bosis but wonder if newer neurosurgical 
methods might aid the patient with cere- 
bral hemorrhage ahd later blood clot.— 
M.D., Joplin, Missouri. 


Answer: 


A number of neurosurgeons, beginning 
with Cushing, have operated upon pa- 
tients with cerebral clots and helped a 
certain percentage. Recently, the injec- 
tion of procaine solution into the cervical 
sympathetic chain on the same side, has 
been shown to increase the blood flow 
around the area of hemorrhage and de- 





In the consultation section of Clinical 
Medicine, (Jan. 1949, p. 10) one of your 
correspondents wrote enthusiastically 
about the value of Neostigmine for tachy- 
cardia. Since he gave no references, I 
want to appraise you of the work by 
Dr. Woldman and myself done in this 
condition. 


In sinus tachycardia, Neostigmine re- 
duces the rate by slowing impulse for- 
mation at the _ sino-auricular node, 
through stimulation of the vagus, espe- 
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sonal study of a series of cases, it has 
been shown that both actue and chronic 
undulant fever may occur without the 
spleen being enlarged, either to physical 
examination or x-ray. 

In the course of brucellosis, such com- 
plications as pneumonia, pleurisy, and 
many other conditions may occur, which 
are diagnosed as organ diseases only, 
and the underlying brucellosis is over- 
looked. 


Harris makes the suggestion that 
every time you withdraw blood for a 
Wassermann Test, additional blood be 
taken for an agglutination test for undul- 
ant fever. To this might be added Dar- 
ley’s idea that all patients who have 
been diagnosed as psychoneurotic should 
have a skin test for brucellosis. 


crease the edema in the same area. 

Recently I. S. Wechsler of the Mount 
Sinai Hospital, New York City, has stud- 
ied a number of such patients by x-ray 
visualization of the cerebral arteries, 
and the area of thrombosis or hemor- 
rhage. With a definite diagnosis thus 
made, surgical exploration may be in- 
dicated and be of real value to the 
patient. 


Practically, one might conclude that 
in relatively young patients who have 
no other serious physical disabilities one 
should recommend that a neurosurgeon 
study the patient, even though it means 
an ambulance trip and additional ex- 
pense Everyone must have his chance 
for life and health. 


cially the right. In paroxysmal auricular 
and nodal tachycardias, it slows the 
heart rate by stimulating the vagus, es- 
pecially the left, thus inducing incom- 
plete heart blocks of varying degree. 
1 mg. of neostigmine may be injected 
intramuscularly to prevent recurrences. 


Neostigmine bromide tablets may be 
taken 3 times daily.—Louis PELNErR, M.D., 
1352 Carroll St., Brooklyn, 13, N. Y. Last 
ref. Annals of Internal Med., Vol. 29, No. 
1, July—1948. 












Fhumbnait Therapeutics 


Treatment of the Asthmatic 
Youngster 


The child who has frequent winter 
colds and asthmatic bronchitis asso- 
ciated with these infections may derive 
dramatic relief from a properly spaced 
course of radium therapy to the lymph- 
oid tissue in the naso-pharynx. Even 
after a properly performed adenoidec- 
tomy, there is a marked tendency for 
such lymphoid tissue to regrow. 


Cough, due to post-nasal drip is dra- 
matically relieved.—L. N. Gay, M.D., in 
“The Diagnosis and Treatment of Bron- 
chial Asthma” (Williams and Wilkins 
Co.) “The prognosis in an acutely ill 
asthmatic infant is always serious. If a 
simple remedy such as the inhalation of 
benzoin or an injection of adrenalin, does 
not relieve the symtoms, the child should 
be given oxygen. Hospitalization is pre- 
ferable, as frequently the dehydration 
requires intravenous fluid. Even a small 
dose of morphine may be depressing 
enough to cause respiratory paralysis, 
and therefore must be avoided. Bron- 
choscopic examination may be indicated 
in young children since the withdrawal 
of the tenacious mucous from the larger 
bronchi may be the means of establish- 
ing less labored respiration.—L. N. Gay, 
M.D., in ‘“‘The Diagnosis & Treatment 
of Bronchial Asthma” (Williams & Wilk- 
ins Co.) 


Home Treatment for Apoplexy 


Treatment for apoplexy should be be- 
gun at once: 1. Footboard or posterior 
leg splint to prevent foot drop, 2. Sand 
bags to prevent outward rotation of af- 
fected leg, 3. A pillow in axilla to pre- 
vent adduction of shoulder, 4. ‘‘Setting’’ 
(use) of quadrcieps muscle to maintain 
muscle strength.—H. A. Rusk, M.D., in 
J.A.M.A., Jan. 1, 1949. 
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Treatment of Acute Nephritis 

The child with acute nephritis and 
edema may be treated with intravenous 
2 per cent magnesium sulphate or 50 
per cent solution orally until diarrhea de- 
velops, sedation, salt-free diet, oxygen 
if necessary. C. T. Hersert, M.D. in 
J. Missouri M.A., Dec. 1948. 


Vitamin B and Liver Extract 
for the Aged 


Many elderly patients flourish on vita- 
mins, especially those of the B complex 
group. Many an elderly patient who 
neither has pernicious or any other form 
of anemia, does well on weekly injections 
of liver extract. The replacement of 
hydrochloric acid, pepsin and even pan- 
creatic extractives, may be beneficial. 
—Rocer I. Lee, M.D. in Insurance Med- 
icine, May 1947. 


(The author also suggests that hypo- 
thyroidism requiring thyroid extract is 
not uncommon. Benzedrine sulfate is 
useful in a wide range of symptoms 
including depression, narcolepsy, lack of 
nervous energy, but it does decrease 
bladder tone—Ed.) 


High Protein Diet for Peptic Ulcer 

A high protein intake is desirable in 
patients with peptic ulcer because the 
disease often leads to a protein defi- 
ciency because of loss of appetite, 
restricted diet, and chronic blood loss.— 
B. KENAMORE in Gastroenterology, Feb.. 
1948. 


Preventing Striae of Pregnancy 
The striae of pregnancy may be due 
to a low intake of vitamin C. Every 
pregnant patient should receive large 
amounts of fruit juices—W. J. McCor- 
MIcK, M.D. in Med. Record, Aug. 1948. 
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Allergy and Asthma 

It is a serious mistake to consider 
that all cases of bronchial asthma are 
manifestations of allergy. They produce 
difficult breathing by involving the mu- 
cosa and glandular structure with an 
abundance of tenacious purulent exudate 
which causes stenosis of the bronchial 
and alveolar spaces. Stenosis thus oc- 
curs and dyspnea is quite pronounced— 
even without exertion by the patient. 


Extrinsic Asthma 

Asthma may be caused by such ex- 
trinsic factors as inhalation of dust, pol- 
len, danders from animals, or insects, 
cosmetics, molds, chemical fumes, gases 
liberated by hot air furnaces, or after 
eating small quantities of foods, or after 
taking drugs such as aspirin or sulfona- 
mide. The patient may become asthma- 
tic after a period of emotional strain 
or during pregnancy. 


Intrinsic Asthma 

Intrinsic factors include asthmatic 
bronchitis, developing as a complication 
of low grade chronic infection of the ade- 
noids and tonsils, or unrecognized sinus 
infection, or the patient who has re- 
covered from acute pneumonia, to pro- 
duce a persistent cough that precipitated 
proxysmal asthmatic bronchitis or de- 
velops a sinusitis after an acute pneu- 
monia in middle age. Asthmatic bron- 
chitis of long standing, paroxysmal dys- 
pnea, and definite cardiac insufficiency 
may be associated. Entirely unrelated 
conditions such as the obstructive type 
of goiter, carcinoma of the lung or 
larynx, or fungus infection of the lung 
may cause dyspnea. A patient, after 
40, may develop acute paroxysmal 
asthma without any discoverable cause, 
or asthma may develop during menstrua- 
tion or at time of menopause.—L.N. 
Gay, M.D., in ‘“‘The Diagrfosis and Treat- 
ment of Bronchial Asthma’’ (Williams 
and Wilkins Co.) 
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Persistent Cough Following 
Respiratory Infections 


A patient who has a persistent or re- 
current productive cough following 
bronchopneumonia, influenza and the like, 
and in whom tuberculosis, malignant 
tumor and other serious conditions can 
be ruled out, probably suffers from 
chronic pyogenic pulmonary infection. 
Sputum examination for tubercle bacilli 
and for other organisms should be done, 
plus lipiodol studies of the bronchi, if 
possible. Inhalation of penicillin vapor 
(aersol) in daily doses of 200,000 to 
400,000 units causes a spectacular im- 
provement. Continuation of treatment 
with gradually decreasing doses for 2 
to 6 months, may be required to arrest 
the infection and prevent early relapse.— 
WALTER FINKE, M.D., in Amer. Pract., 
Mar. 1948. 


Heartburn 


Heartburn is frequently a manifesta- 
tion of emotional tension. Functional 
esophageal disturbances caused by faul- 
ty eating habits and air swallowing (with 
consequent frequent belching) cause 
heartburn. Heartburn is apparently 
caused by abnormal neuromuscular ac- 
tivity at, or just above the cardiac 
sphincter of the stomach, with altera- 
tions in esophageal tone.—H. J. TuMEN, 
M.D., in J-A.M.A., Jan. 29, 1949. 


Ovarian Tumor and 
Menstrual Abnormalities 


The occurrence of menstrual abnormal- 
ities, abnormal vaginal bleeding or meno- 
pauSal bleeding and an ovarian tumor is 
an indication for immediate removal of 
the tumor, which may be an ovarian car- 
cinoma.—Iowa Cancer Bulletin, 
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Any book reviewed in these columns will be procured for our readers if the order, addressed 
to CLINICAL MEDICINE, Waukegan, Ill., is accompanied by a check 
for the published price of the book. 


Doctors of Infamy 


By Alexander Mitscherlich, M.D., Head of 
German Medical Commission to U.S. Mili- 
tary Tribunal, Nuremberg. Henry Schu- 
man, N.Y. 1949. $3.00. 


A documented story of what “‘physicians’’ did 
to helpless prisoners in the name of medical 
experiments. The fame of German medicine is 
indeed tarnished by this exposition of needless 
torture, by many German physicians. Science 
without humanity is a curse. 


The Doctor Wears Three Faces 
By Mary Bard. Lippincott Co. 1949. $3.00 


A physician’s wife tells all, and I mean 
all—about living with, working with and en- 
during a doctor, viewed satirically and hum- 
orously. This bock is a good present for a 
doctor or his wife. 


Standard Radiographic Positions 


By Nancy Davies, M.S.R. Senior Radiog- 
rapher, Malvern General Hospital, Mal- 
vern, Eng. and Ursel Isenburg, M.S.R., 
Radiographer, Royal Free Hospital, Lon- 
don. Williams and Wilkins Co. 1948. 
A small but valuable text for the student phy- 
sician and x-ray technician which demon- 
strates by text and sketches the various posi- 
tions and what they permit to be visualized. 


Illustrative Electrocardiography 


By Julius Burstein, M.D., Chief, Cardiac 
Clinic, Morrisania Hospital, N.Y.C. and 
Nathan Bloom, M.D., Chief, Department of 
Electrocardiography, Medical College of 
Virginia, Richmond. D. Appleton-Century 
Co. 1948. $6.00. 


For the neophyte in electrocardiography, this 
volume presents the basic concepts necessary 
to understand the string technic, the meaning 
of each wave in the complex and of various 
normal changes in the tracings, the effect of 
various pathologic states on the _ electro- 
cardiogram, and finally, some excellent x-rays 
illustrating typical appearances of various 
cardiac lesions. 


Public Health in the World Today 


Edited By James S. Simmons, M.D., Dean, 
Harvard School of Public Heaith. Harvard 
University Press. 1949. $5.00. 
The public health physician who reads this 
will settle back with a glow of being one of a 
new, rapidly advancing group who, and I 
quote, “‘are the most virile, unpredjudiced and 
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selfless group of individuals providing health 
services.’’ The physician in practice will no 
doubt be surprised to read that he is a mem- 
ber of a group that is “becoming not only 
complacent and self-satisfied but also worldly, 
calculating, and self-interested— commercial’’. 
This will give him something to cogitate on as 
he hurries around in his practice, takes his 
postgraduate studying, tries to pay for his 
new equipment and for his family’s expenses, 
and so on. It is true that more physicians 
should have a grasp of public health and its 
implications in their daily practice. I have 
worked on both sides of the fence and have 
seen the deficiencies in both groups. Why not 
work together for the common good, instead 
of criticizing each other? Representatives of 
various organizations concerned with health, 
including the military services and the Public 
Health Service, present their problems and 
prospects briefly and often interestingly. 
—R. L. G. 


Physical Medicine in General Practice 


Edited by Arthur L. Watkins, M.D. Lippin- 
cott Company. 1948. $5.00. 


A very practical compendium on the use of 
physical agents in the treatment of conditions 
encountered by the general practitioner. The 
advice on care of sprains and fractures is 
especially appropriate. 


Management of Common Gastro- 
Intestinal Diseases 


Edited by Thomas A. Johnson, Graduate 
School of Medicine, University of Pennsyl- 
vania, Philadelphia. Lippincott. 1948. $7.00. 


A series of 16 articles on the recognition and 
management of ulcer, gastric cancer and other 
frequently found diseases of the digestive 
tract. The authors and their ideas are well 
known to those who keep up with the litera- 
ture. To those who do not have time to do so, 
this volume encompasses much valuable in- 
formation in small space. 


The Child in Health and Disease 


By C. G. Grulee, M.D., Rush Professor of 
Pediatrics, University of Illinois, Chicago, 
and R. C. Eley, M.D., Associate in Pedia- 
trics, Harvard University, Boston. Williams 
and Wilkins Co. 1948. $12.00. 


A very complete textbook on the development, 
both physical and mental, of the infant and 
child, and of the diseases that may encompass 
him. Each section is written by an authority 
in his field. This may well become the Bible 
of pediatricians. 
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